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Daniel Le Grange, PhD3
ABSTRACT
Objective: In keeping with broader
efforts to identify mediators and modera-
tors of treatment outcome in anorexia
nervosa, this pilot study investigated the
association between collegial alliance,
which refers to the perceived alliance
between case-involved professionals, and
treatment outcomes in adolescent
patients undergoing family-based treat-
ment (FBT) for anorexia nervosa.
Method: The self-reported collegial alli-
ance scores of five FBT practitioners were
collected, alongside weight- and
cognitive-related outcomes for 29 consec-
utive cases of adolescent anorexia nerv-
osa under their care.
Results: Collegial alliance discrimi-
nated between patients who dropped
out of treatment and patients who
completed treatment, t(27)5 3.68,
p5 .001, g25 .33. Furthermore, there
was a strong negative correlation
between collegial alliance scores early
on in treatment and disordered eating
symptoms later in treatment,
r(23)52.67, p< .001. Moderate but
non-significant associations were
observed between early collegial alli-
ance and patient’s percentage of
expected body weight later in treat-
ment, r(23)5 .32, p5 .13.
Discussion: These findings have
important implications for the aug-
mentation of FBT, suggesting that
unity amongst clinicians promotes
positive treatment outcomes, particu-
larly with regard to disordered eating
symptomatology. VC 2013 Wiley Peri-
odicals, Inc.
Keywords: adolescent anorexia
nervosa; eating disorders; family-
based treatment; family therapy; col-
legial alliance
(Int J Eat Disord 2014; 47:418–421)
Introduction
Currently, family-based treatment (FBT) of adoles-
cent anorexia nervosa (AN) is endorsed as the first-
line outpatient treatment for medically stable ado-
lescents presenting with anorexia nervosa. How-
ever despite the promising evidence for FBT,1–3 it is
not without challenges, and a sizeable minority of
patients either fail to reach full symptom remission
or prematurely drop out of treatment.4
A potentially important factor affecting treat-
ment outcomes in FBTmay be the collegial alliance
amongst those involved in patient care,5 given that
FBT typically involves treatment across several
team members, including for instance, FBT clini-
cians, psychiatrists, and pediatricians. Diverse and
differing beliefs amongst clinicians as to the role of
parents and families in the management of eating
disorders may occur, with such incongruent mes-
sages being particularly detrimental in the context
of the intensely challenging nature of FBT.5, 6
Indeed, poor systemic and collegial support of FBT
has recently been cited as a crucial factor inhibiting
the uptake of FBT amongst clinicians working with
adolescent AN,7 although little empirical evidence
has examined the role of collegial alliance upon
FBToutcome.
The aim of this present pilot study was to investi-
gate the role of collegial alliance, from the perspec-
tive of the FBT clinician, in treatment outcomes for
adolescent patients receiving FBT for AN. Three pre-
dictions were made. First, it was predicted that col-
legial alliance would discriminate between patients
who dropped out of treatment and patients who
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completed treatment. It was further predicted
that collegial alliance measured early on during
treatment would be associated with (a) disordered
eating symptoms, and (b) patient’s percentage of
expected body weight (EBW).
Method
Participants
Clinicians. Five FBT practitioners (three females, two
males), who were registered clinical psychologists for-
mally trained in FBT, contributed data from 29 consec-
utive FBT cases of manualized FBT from private
practice settings. Each FBT practitioner completed a
measure of collegial alliance (indexing their sense of per-
ceived cohesion and alliance with other professionals
involved in the case) at five session intervals, and pro-
vided corresponding outcome data (weight and EDE-Q
data) for patient progress at the same five session inter-
vals, which included markers of bodyweight and eating
disordered cognitions and behaviors. Of the five partici-
pants, the mean age was 33.2 years (SD5 3.3), and the
mean number of years in clinical practice was 6.5
(SD5 2.9). The other professionals involved in co-
managing FBT cases typically comprised psychiatrists,
pediatricians, and primary care physicians, although no
demographic data was collected for this group.
Patients. Patients’ average age was 14.86 years (SD
51.38) with a range of 12–17 years. Ninety-three percent
of patients were female (n5 27), 76.7% (n5 23) of the
patients came from intact families, with 20% (n5 6)
reconstituted or single-parent families, and all patients
completed measures of eating disorder pathology at five
session intervals up until treatment session 15. Family
type was not recorded for one patient. All families
received conjoint FBT in which treatment sessions took
place with all family members present.
Measures
Once informed consent was obtained, patients’ age,
body weight, and height were measured which allowed
for the calculation of a percentage of each patient’s EBW,
which has recently been advocated in recent clinical and
empirical guidelines.8
Eating Disorder Examination-Questionnaire (EDE-Q):
The EDE-Q9 is a 36-item self-report questionnaire that
measures the central behavioral and attitudinal features
of eating disorders over the previous 28 days. The EDE-Q
shows good test-retest reliability,10 convergent validity
with the Eating Disorder Examination, concurrent valid-
ity, and criterion validity.11 In the present study, the EDE-
Q demonstrated good internal consistency (Cronbach’s
a5 .85).
Working Alliance Inventory—Revised—Short Form
(WAI-SR): The WAI-SR12 is based on the three-element
model of the therapeutic alliance—common therapeutic
tasks, shared goals, and the attachment bond, which has
recently been advocated in indexing the therapeutic alli-
ance in eating disordered populations.13 This scale was
modified and used to index the collegial alliance
amongst colleagues co-managing each patient’s care,
involving a modification in the subject of each statement
such that the statements were oriented towards one’s col-
leagues co-managing a patient’s care, as opposed to
one’s patient/therapist as originally designed. For
instance, the item “_ and I are working towards mutually
agreed upon goals” was modified to read “my colleagues
and I are working towards mutually agreed upon goals in
this case.” In keeping with the original WAI-SR, items
were rated on a 7-point Likert scale, with higher scores
indicating a stronger alliance. In the present study, the
modified version of the WAI-SR demonstrated good
internal consistency (Cronbach’s a5 .81).
Results
Mean percentage of expected body weight (%EBW)
at the start of treatment was 81.5% (SD5 2.25) and
mean global EDE-Q score was 3.97 (SD5 1.05).
There was no significant difference in %EBW,
t(27)520.36, p5 .72, g25 .01, and global EDE-Q
scores, t(27)5 1.31, p 5 .20, g25 .04, between those
who dropped out of treatment (mean %EBW5
82.1%, SD5 1.89; mean EDE-Q5 3.48, SD5 0.68)
and those who completed treatment (mean
%EBW5 81.6%, SD5 2.46; mean EDE-Q5 4.10, SD
5 1.10), suggesting comparable symptom severity
within the sample.
Effect of FBT on Global EDE-Q Scores and
Percentage of Expected Body Weight
Polynomial contrast analyses revealed a signifi-
cant positive linear trend between percentage EBW
and treatment session, F(1,22)5 73.40, p< .001,
g25 .77, and a significant negative quadratic trend
between percentage EBW and treatment session,
F(1,22)5 25.88, p< .001, g25 .54. Taken together,
these trends showed that percentage EBW increased
as the number of treatment sessions increased, but
that this increase slowed over time. A similar pattern
of results was obtained for patients’ global EDE-Q
scores. A significant linear, F(1,22)5 102.07, p< .001,
g25 .82, and quadratic, F(1,22)5 10.31, p< .01,
g25 .32, trend between global EDE-Q scores and
treatment session indicated that patients’ EDE-Q
scores decreased with more treatment sessions, but
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that the rate of decrease in EDE-Q scores slowed
over time.
Associations Between Collegial Alliance,
Global EDE-Q Scores, and Percentage of
Expected Body Weight
A one-way repeated-measures ANOVA revealed
that collegial alliance scores did not change over
time, F(3,66)5 0.40, p5 .75, g25 .02, suggesting that
unity or disunity amongst clinicians is a relatively
stable construct throughout FBT. In support of the
first hypothesis, collegial alliance at session 5 discri-
minated between those who completed treatment
(mean5 43.43, SD5 18.40) and those dropped out
of treatment (mean5 12.17, SD5 12.08), with signif-
icantly less collegial alliance reported by clinicians
treating patients who dropped out, t(27)5 3.68,
p< .01, g25 .33.
Support was obtained for the second hypothesis,
insofar as a Pearson product correlation analysis
revealed a medium to large negative correlation
between collegial alliance at session 5 and global
EDE-Q scores at discharge, r(23)52.67, p< .001.
Indeed, approximately 45% of the variance in global
EDE-Q scores at discharge was accounted for by col-
legial alliance scores at session 5. Support was not
obtained, however, for the second hypothesis. Colle-
gial alliance measured at session 5 was not signifi-
cantly associated with percentage EBW measured at
discharge, r(24)5 .20, p5 .35. It is important to note,
however, that size of this non-significant association
was moderate, suggesting that a more powerful study
with a larger sample size may detect this effect.
Discussion
In investigating the role of collegial alliance in rela-
tion to treatment outcomes for adolescents under-
going FBT for AN, two of our three hypotheses were
supported. Collegial alliance discriminated between
treatment completers and patients who dropped
out, and collegial alliance measured early on during
treatment was moderately to strongly negatively
associated with disordered eating symptoms later
on in treatment. However, collegial alliance was not
significantly associated with weight gain.
The present findings suggest that poor collegial
alliance and poor therapeutic consistency across
clinicians is likely involved in drop out rates for
FBT. Current literature reports that approximately
10% of those engaged in FBT dropout prior to treat-
ment completion (Lock et al., 2010), although the
present findings suggest that collegial inconsisten-
cies and non-shared treatment goals across clini-
cians may result in the triangulation of FBT
clinicians, with many families understandably lean-
ing toward treatment providers who don’t require
intense and sustained parental involvement.5 Thus,
therapeutic endeavors to curb treatment dropout in
FBTmay involve collegial processes.
The finding that collegial alliance is more related
to the outcome of cognitive- rather than weight-
related symptomatology is a particularly interest-
ing finding, in light of the extant evidence-based
demonstrating that FBT is characterized by greater
remission of weight-related symptoms than
cognitive-related symptoms.4 There are several
possible interpretations of this finding, and it may
be that the adolescent’s anxiety around challenging
core cognitive psychopathology in AN is reassured
and alleviated to an extent upon mixed messages
and disagreement between clinicians. Alternatively
it may also be plausible that the continual empow-
erment of the largely behavioral role of parents
throughout treatment is not as vulnerable to being
impacted by conflicting clinician relationships,
ensuring the re-feeding their child.
Furthermore, the present findings suggest that
the collegial alliance established with the first five
sessions of FBT remains relatively stable through-
out treatment, underscoring the importance of
establishing a cohesive and functional collegial alli-
ance early in treatment. This is consistent with
wider research suggesting that the first five sessions
may be a particularly important time during FBT in
establishing factors which promote favorable treat-
ment outcome.14, 15
However, despite providing the first empirical
analysis of the impact of collegial alliance upon
treatment outcome in FBT, several limitations of
the present study should be noted. For instance, in
each case only the FBT clinician provided collegial
alliance data, meaning that potentially important
data as to the perception of collegial alliance
amongst the other clinicians involved was not cap-
tured. Furthermore, thirdly, the novel use of our
modified measure used to index collegial alliance
has not been validated, and despite demonstrating
good reliability in our sample, requires further vali-
dation. In addition, since FBT centrally implicates
parents as a primary agent of change during treat-
ment, it may be of benefit to ascertain how parents
versus adolescents are impacted by collegial alli-
ance respectively. Thus, further research may seek
to replicate and further expand upon the present
findings and the novel modification of the WAI-SR
in larger and more diverse populations.
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